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we, elevated serum creatinine, preoperative ECG ischemic abnormalities or signs of 
hypertrophy, positive stress test, and had a worse functional StatuS. all risk factors of 
MCC in that cohort (all p < 0.05). Using mUltipIe logistic regression analysis. Signs Of 
ischemia on the immediate PO ECG remained an independent predictor of MCC (Odds 
Ratio (O&1.6; 95% Confidence Interval (CI)=l.O-3.3, p&05). Furthermore. stratifica- 
tion by initial Revised Cardiac index showed that despite lower preoperative risk assess- 
ment (Class I-II). presence of ischemia on the immediate PO ECG identified a subgroup 
of patient with higher risk of MCC (O&4.2. 95%CI=1.4-12.6). In class III-IV patients, PO 
ischemia was also associated with higher incidence of MCC (OR=2.0, 95%Cl=l.l-3.6). 
Conclusion: Signs of ischemla on the immediate PO ECG were associated with higher 
MCC rate, even in patients stratified at low risk preoperatlvely. These results argue for 
routine performance of the ECG in the recovery room following major NC surgery. 
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884-2 Time to Relapse of Atrial Fibrillation and Signal- 
Averaged P Wave Duration 
uDlxen, Jan Pamer, Vemer Rasmussen, Steen M. Pehrson, Gorm B. Jensen, The 
University Hospital of /fvidovre, Copenhagen, Denmark. 
Background: Prolonged Signal-Averaged P Wave Duration (SAPD) has been established 
as a risk marker for atrial fibrillation. We assessed the time to first symptomatic atrial 
fibrillation relapse in patients with earlier or present atrial fibrillation in relation to the 
SAPD, clinical characteristics of the patients, and the duration of the atrial fibrillation dis- 
ease. 
Methods-111 consecutive patients (71/40 men/women; median age 65 years, range 30- 
65 years) with earlier or acute atrial fibrillation were enrolled. Patients undergoing elec- 
tive cardioversion of long-lasting atrial fibrillation during the inclusion period were not 
included. The SAPD was measured at inclusion, and the follow-up time was six months 
(median 164 days; range 171-437 days). The time to first relapse of atrial fibrillation was 
regarded as endpoint treating deaths without atria1 fibrillation and patients without 
relapse during follow-up as censorings. 
Results- During follow-up 50 patients had a symptomatic attack of atrial fibrillation. Pro- 
portional hazard regression analysis showed a significant effect of moderately prolonged 
SAPD 135145 ms (hazard ratio 3.31, Cl 1.47.7.46), of severely prolonged SAPD above 
145 ms (hazard ratio 2.74, Cl 1.23-6.12), a common p value of 0.005, and of longer total 
duration of the atrial fibrillation disease than two years (hazard ratio 2.06, Cl 1.13-3.75, 
p=O.O2). We found no predictive effect of age, gender, diagnosed hypertension, the left 
atrial diameter or low ejection fraction. 
Conclusions: Risk factors for early atrial fibrillation relapse were prolonged signal-aver- 
aged P wave duration above 135 ins, and a total duration of atria1 fibrillation disease 
longer than two years. 
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884-3 Ventricular Gradient Is an Independent Risk Factor in 
Survivors of Acute Myocardial Infarction 
y.&J& N. Batchvu, Katerina Hnatkova, Azad Ghuran, Jan Poloniecki, Peter 
Smetana, A John Camm, Marek Malik, StGeoge’s Hospifal Medical School, London, 
United Kingdom. 
Ventricular gradient (VG) reflects inhomogeneity of ventricular repolarisation. Its relation to 
prognosis in myocardiil infarction (Ml) is unknown. We examined multivariately the link 
between an optimised version of VG (TCRT, angular difference between spatial QRS and T 
vectors) and cardiac mortality in survivors of acute Ml. 
Methods: Age, left ventricular ejection fraction (EF), QRS duration on signal-averaged ECG 
(SAECG), ventricular ectopicshour, mean RR interval, heart rate variability (HRV) index, 
heari rate turbulence slope on 24.hour Halter, and TCRT (calculated from averaged XYZ 
leads of the SAECGs) were measured before discharge in 1047 Ml survivors (age 58*9 
years, 61% men). During a follow-up censored at 5 years, 124 (12%) cardiac deaths 
occurred. All parameters were dichotomised by the percentile separating 20% of pts with 
the most risk-associated values. 
Results: EFc33% (relative risk (RR) 2.9, 95%CI: 1.4-5.6, psO.003) and TCRT<-0.66 (RR 
3.4, Cl 1.6-6.4. p=O.O002) were independent predictors of 5year cardiac mortality, while 
HRV tndexl6.3U (RR 3.6, Cl 1.2-11.3. p=O.O3) and TCRTc-O.66 (RR 2.9, Cl 1.2. 
7.1 .p=O.O2) were independent predictors of 1 -year cardiac mortality.Five-year cardiac mor- 
tality in pts with both EF>33% and TCRT>-0.66 was appr. 6%, in pts with either EF<33% or 
TCRT<-0.68 it was appr.l6%. and in pts with both EF<33% and TCRTc-0.66 it was >50% 
(Figure). 
Conclusions: Decreased TCRT (‘optimised’ VG) is an independent predictor of cardiac 
death in survivors of acute MI. 
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884-4 Does Atrial Electrlcal Function in Patients With Atrial 
Flutter Recover? 
m, Hidekazu Hirao, Sou Takenaka, Yukiko Nakano, Kentaro Ueda. Kenya 
Sakai. Keiji Matsuda. Yukihiro Fukuda, Hiroki Teragawa, Togo Yamagata. Hideo 
Matsuura. Kazuaki Chayama, First Department of Internal Medicine, Hiroshima 
University School of Medicine, Hiroshima, Japan. 
Background: The P wave signal-averaged electrocardiogram (PSAE) has been clinically 
applied to detect patients with paroxysmal atrial fibrillation. However, little is known about 
patients with atria1 flutter (AFL). We analyzed PSAE of patients after successful catheter 
ablation for AFL to determine whether atrial electrical function in patients with AFL 
recover. 
Methods: The study group consisted of 10 patients undergoing ablation of chronic coun- 
terclockwise typical AFL. The flutter cycle length was 251*7ms. The patients had docu- 
mented AFL for 2lfl7months. The control group consisted of 20 patients without any 
arrhythmias. Ablation was performed by creating a linear lesion between the tricuspid 
annulus and inferior vena cava. AFL ablation end point was bidirectional isthmus block. 
PSAE was recorded 1 day, 7 days and 1 month after the ablation. We measured the fil- 
tered P wave duration (PD) and the root mean voltage (LP20, LP30) for the terminal 20 
and 30 ms of the filtered P wave. 
Results: All patients were no recurrence of AFL for 1 month after the ablation. The PD 
was significantly prolonged in patients with AFL at lday after the ablation compared with 
control group (161i17 vs. 134?llms, p=O.O003). LP20 and LP30 were lower in patients 
with AFL than those in control group (1.4fo.5 vs. 2.011.OpV; 1.9fo.2 vs. 3.0+1.6lV, 
respectively). PD was 161+17, 156f30 and 146k21ms; LP20 was 1.4m.5, 2.0x).7 and 
3.0*1 .OFV; LP30 was 1.9fl.2, 2.6i0.7 and 3.7+1.2pV at 1 day, 7 day and 1 month after 
the ablation. LP20 and LP30 were greater at 1 month than those at 1 day (p=O.O02, 
p=O.OOl) 
Conclusion: The findings of this study showed: 1) The PD was significantly prolonged in 
patients with AFL. And this prolongation was improved for 1 month after the ablation; 2) 
LP20 and LP30 were greater in 1 month after the ablation than those in 1 day. These 
findings suggest that atrial electrical dysfunction in patients with AFL recover for 1 month 
after the ablation. Catheter ablation for AFL can improve the electrical substrate of atrial 
fibrillation in patients with atrial fibrillation/flutter. PSAE may be clinical use to distinguish 
the patients with recurrence of AFL or atrial fibrillation from those without recurrence. 
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884-5 Deficits in Knowledge Related to the OT Interval That 
Could Impact Patient Safety 
mM. Sana M. Al-Khatib, Judith M. Kramer, Judy Battle, Robert M. 
Califf. Duke Clinical Research Institute, Durham, North Carolina. 
Background: Several medications have recently been removed from the US drug market 
because of QT-interval (QTI) prolongation and torsade de pointes. Despite labeling 
changes and warnings to attempt to reduce inappropriate use of these agents and mini- 
mize the risk of torsade de pointes, inappropriate prescribing continued to occur. Since 
many other QTI-prolonging medications remain on the market, we conducted an evalua- 
tion of practitioner knowledge of the QTI and medications that may cause QTI- prolonga- 
tion to determine if knowledge deficits exist that could partially explain the inappropriate 
use of these agents in clinical practice. 
Methods: Practitioners were surveyed at a cardiology symposium in November 2000 and 
a meeting of cardiology investigators in February 2001. The number and percentage of 
practitioners who correctly answered questions related to the QTI were detenined. 
Results: A total of 334 respondents completed the survey [127 (36%) physicians, 149 
(45%) nurses, 30(9%) physicians in training, 16(5%) unspecified, 5(2%) study coordina- 
tors, 4 (1%) physician assistants, and 3 (0.9%) pharmacists]. Cardiology was the area of 
specialization for 271 (61%) of the respondents. Eighty-six percent of respondents stated 
that they would measure a QTI before and after starting a QT prolonging medication. 
Sixty-one percent were able to identify what the QTI represented on an EKG, but only 
36% ware able to measure a QTI Twenty percent were able to identify causes of QTI 
prolongation, and 7% were able to identify patient factors associated with increased risk 
of torsade de pointes. Less than 1% of respondents were able to correctly identify drugs 
that prolong the QTI or drug combinations that prolong the QTI. 
Conclusion: Although most cardiology practitioners said that they measured the QTI 
when starting a QTI-prolonging medication, this survey indicated marked deficiencies in 
their ability to correctly measure the QTI and to identify patient factors and medications 
associated with QTI prolongation. This study demonstrates the need to improve practitio- 
ners knowledge on this important patient safety issue 
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884-6 Prolonged PR Interval Is Associated With increased 
Risk of Atrial Fibrillation: The Framingham Heart Study 
Vasan Marlin G. Larson, Daniel Levy, Eric P. Leip, Ralph B. 1 
D’Agostino, Sr., Philip A. Wolf, William B. Kannel, Emelia J. Benjamin, NHLBl’s 
Framingham Heart Sfudv, Framingham, Massachusetts, Boston University School Of 
Medicine, Boston, Massachuseffs. 
Background: P wave prolongation on the ECG is associated tith increased risk of atrial 
fibrillation (AF). The PR interval is an easily measured marker of atrial and atrioventricu- 
lar conduction. We hypothesized that prolonged PR interval may be associated with 
increased risk of AF. 
Methods: We examined the association ot PR interval, measured with digital calipers on 
